Background: India has a high incidence rate of cancer. During the year 2001, nearly 0.80 million new cancer cases were estimated in the country and this number is expected to increase to 1.4 million by 2020. A large proportion of these patients presents to the specialized health care settings in advanced stages and suffers from chronic cancer pain. Opioids are invaluable drugs for management of cancer pain. Despite the proven efficacy of opioid medications for treating cancer pain, the long-term use of these medications is riddled with issues such as aberrant drug taking behaviors, physical dependence, addiction, abnormal pain sensitivity, and cognitive dysfunction. In the backdrop of increasing burden of cancer patients in India and the initiatives by the Indian government to increase availability of opioid drugs for those in need of it, it is important to assess the rate of opioid use disorders among those who are on long-term opioid treatment for cancer pain.
solely on these criteria is an injustice. 'Pub Med Fever' is the state of Medical student's participation in research to publish their work will become a pandemic and so cured by discouraging the culture of equating research publications in postgraduate Medical education. Forcing Medical faculty to do research, results in directionless research in Medical colleges. India has a long standing and well evolved Medical education system with the presence of AIIMS-like institutions. The brain perceives the world, plans for the future, sleeps, wakes, fears, desires and sometimes dreams of happiness. Sarva-sastra-prayojanam-atma-darshanam: "The end of all the science is to know our own self." Medicine is to include the theory and practice of PRANAYAMA along with the Physiology of Breathing in the 1st year MBBS course.
od 6 SprItualIty care and yog (yog IS Super MedIcIne)
Background: Quality of the life lived plays an important role in shaping one's attitude towards impending death. Achieving optimal Quality of life (QoL) for their patient and their caregivers, is the ultimate goal of all palliative care services. Including QoL assessment and goals would bring a more systematic approach to clinical and psychosocial interventions.
This study explored the two indicators for measuring a patient's quality of life -spiritual wellbeing and psychological wellbeing. A systematic review of online journal articles was done with the key words "spiritual wellbeing", "spirituality and quality of life", "psychological wellbeing and quality of life", "quality of life indicators" and "quality of life". The results led to some interesting insights regarding spiritual wellbeing and psychological wellbeing (PWB) as indicators of one's quality of life. PWB's quantifiable markers bring a more tangible approach, while spirituality is more subjective, aiding to a customized intervention plan -stimulating a refreshing debate.
od 10 "My dreaMS are all gone"-end of lIfe ISSueS In adoleScentS and young adultS: a QualItatIve Study Introduction: Adolescents and young adults (AYA) in palliative care are a vulnerable group and terminal illness poses a challenge to their physiological and psychological development. AYA have very specific concerns, and their needs are different from that of children and the elderly. For palliative care systems to develop specific interventions, there is a need for increased understanding of the unique factors that influence their quality of life (Nass et al., 2015) .
Objectives:
To understand the lived experience of AYAs with terminal cancer and study psychological and social factors affecting their quality of life.
Methodology:
The qualitative study used a phenomenological approach to analyze narratives from interviews with 10 patients, 10 family care givers and 8 health providers. The interviews were audio recorded and transcribed. Coding was done by two independent researchers and themes identified.
Results:
The various themes that emerged included some that were similar to that affecting QOL in most other phases of life. However, AYA specific themes that were identified included-Shattered dreams and aspirations, not being able to be part of peer group, body image issues, guilt of not taking up responsibility, being a burden, existential issues. Many AYAs coped by altruism, stoicism, connecting with others and creativity. There was ambivalence in relation to spirituality and several felt that health care professionals did not meet their expectations.
Conclusion:
The concerns of AYA specifically need to be understood, to plan interventions to improve their quality of life, and to sensitize health professionals to be more responsive to their needs. od 11 extrInSIc envIronMental rISK factorS for fall In elderly people In rural thIrubhuvanaI, puducherry furniture was present in 203 (59.4%) houses. Out of 342 houses, latrine was present in 179 (52.3%) houses. Among houses, where toilet was in use 141 (78.8%), only 9 (6.4%) toilet had support. Bathroom was present in 185 (54.1%) houses and only 6 bathrooms (3.7%) had support. Majority of the houses had adequate lighting in living room and toilets; however, it was relatively low in kitchen.
Majority of household had potential environmental risk factors for fall such as unstable furniture and lack of support in toilet. Interventions at household level are required to minimize these risk factors.
od 12 ayuSh InterventIonS In pallIatIve care
Piyush Gupta, Neha Tripathi Cancer Aid Society, Lucknow, Uttar Pradesh, India E-mail: piyushgupta@canceraidsocietyindia.org
Introduction:
With the Social evolution all human societies had medical beliefs for providing explanations and responses to, birth, disease and death throughout the world. The rise of scientific medicine in the past two centuries has changed the scenario by unfurling the mysteries.
Objectives: India has no dearth of medical treasures which successfully worked till they were almost replaced by Modern Medicine, it is right time to explore the use of alternative medical systems in Palliative Care which are still widely used across the country so as to make it cost effective. Since Government of India is promoting alternative medicine under AYUSH Ministry, there is need for integrating Palliative Care to improve efficacy and make them cost effective.
Methods: To achieve the above a Conference is planned involving all the stakeholders such as Allopathy, Ayurveda, Unani, Yoga and Homeopathy so as to integrate them in Palliative Care towards larger interests of the Patients.
Results:
It was interesting to note that people from various streams had shown keen interest in this approach and agreed to cooperate by giving their consent as Member of the advisory committee. Further they agreed to give lectures during the conference on the mentioned theme.
Conclusions:
Since the conference is proposed on December 8 th 2017 the final outcomes are awaited however it has been seen that the respective stake holders are enthusiastic as well as they find the approach very effective in treating the pain and other distressing symptoms so as to improve the quality of life.
od 13 valIdatIon of tranSlated verSIonS of "faMcare-2" for faMIlIeS of advanced pedIatrIc oncology patIentS In a tertIary cancer centre Introduction: Palliative care (PC) involves comprehensive care of the patient and family. Family caregivers' satisfaction is the moral duty of the PC provider. FAMCARE-2 is one of the simplest, multidimensional and widely used tool. Hindi and Marathi (H/M) translations will greatly benefit the large non-English speaking population in India. Results: [summarized in Table 1] For both H/M versions, 1. Validity: Each item in the scale was found to be appropriate in determining carer satisfaction and that no items should be removed from the scale 2. Reliability: A Cronbach's α coefficient of more than 0.7 indicates a high level of internal consistency implying that all of the items in the scale measured the same construct Introduction: Parents of the children with retinoblastoma exhibit high levels of emotional distress. The study aims to explore the lived experiences of parents caring for a child with retinoblastoma in India.
Objectives
Methodology: Parents caring for a child with retinoblastoma for at least 12 months were identified and invited to participate. Eligible consenting participants were interviewed and the transcripts of the interviews were analysed using an Interpretative Phenomenological Analysis (IPA) method. Study findings were interpreted using the theoretical lenses of Bronfenbrenner's ecological systems theory.
Results: 8 (eight) parents of the enucleated children and 7 (Seven) parents of the non-enucleated children participated in the study. Four major themes were identified during the data analysis.
Theme 1 demonstrated that parents had a high expectation and a strong desire to provide the best care for their children. The wished to be ideal parents and yearned to be the eyes of their children.
Theme 2 demonstrated that parents experienced extreme negative emotions during caregiving. Parents experienced guilt, fear, loneliness and mistrust.
Theme 3 demonstrated that caregiving process was distressful for the parents. Distress was due to loss, uncertainty, caregiving fatigue, spiritual and existential factors.
Theme 4 identified parental coping strategies. Parents benefitted from continuing faith in God, peers, compassionate healthcare providers and self-strategies. Parent's caregiving microsystem and macrosystem had a balance of positive and negative features that balanced the experience of caregiving. However, the failure of parent's caregiving mesosystem, exosystem and chronosystem led to negative experience of caregiving.
Conclusion:
The experience of caregiving was similar among parents of enucleated and non-enucleated children. Parents of both the groups had an overall negative experience of caregiving.
od 15 effect of patIent educatIonal vIdeo on paIn experIenced by pedIatrIc oncology patIentS undergoIng luMbar puncture at a regIonal cancer center Jean Jacob Mathews, Gayatri Palat, Spandana Rayala, Magdalena Marczak Introduction: Pediatric cancer patients in high-volume under-resourced settings are subjected to painful medical procedures like lumbar puncture without general anesthesia. The first step in managing procedural pain is to provide preparatory information about the procedure to patient and family. This important step is often overlooked in our settings.
Objectives:
The primary objective was to assess the prevalence of pain related to lumbar puncture in pediatric oncology patients and to assess patient understanding of the procedure. The secondary objective was to assess the impact of the preparatory educational video as non-pharmacological intervention on pain and patient understanding of procedure.
Methods: All patients aged 5-18 years admitted in the pediatric oncology ward and who underwent lumbar punctures were included in the study and randomly allocated into two groups. The control group received standard of care for lumbar puncture and the trial group viewed the preparatory educational video before the procedure. The post-procedure interviews assessed the degree of procedural pain and also the patient's understanding of the procedure.
Results: A total of 76 patients who met the inclusion criteria were interviewed. Understanding about the procedure increased significantly among patients (p = 0.0081) and caregivers (p < 0.0001) who viewed the preparatory educational video. Self-reported procedural pain decreased significantly (p = 0.022) after preparation.
Conclusion:
Pediatric oncology patients who undergo lumbar puncture at this institute are under-treated for procedural pain. A preparatory educational video, adapted to local language and culture, is an important and feasible non-pharmacological intervention to increase patient understanding and reduce procedural pain. Introduction: Spiritual care is an essential part of palliative care, yet often poorly done. Children with profound disabilities related to advanced life-limiting illness seldom receive spiritual care due to difficulties with assessment and providing their response to care.
Objectives:
To develop a protocol to provide spiritual care to children with profound disabilities related to advanced illness or traumatic accidents for a children's hospice palliative care programme in South Africa.
Methods:
Identification of core elements of the globally acknowledged Consensus Definition of Spirituality in Health Care -meaning and purpose and connectedness to self, others, nature, the sacred.
Developing individual spiritual care plans so each child receives spiritual care related to all these elements of the definition daily through specific activities such as touch, massage, music, mirrors; interaction with nature; candles, rituals.
Assessment carried out through evaluation of reactions to activities, comfort, reaction to others, response to nature, sacred rituals. When the child is unable to show response a comfort scale is used.
Meaning and purpose is assessed through discussion with the child's family, the staff and volunteers so is external to the child. Where the child can speak and understand they are assessed for what gives their life meaning and the plan includes strengthening this.
Results: Children in the hospice programme receive holistic palliative care spiritual care which includes spiritual care to meet individual needs.
Assessment of levels of comfort, interaction with others and relaxation and/or happy facial expressions are presently used to assess response.
Assessment is difficult with profoundly disabled children and is acknowledged as being subjective when the child cannot respond verbally.
Conclusion:
Just because profoundly disabled children cannot respond to spiritual care is no reason not to provide this care. Further research is needed but ethics approval is difficult to obtain with this vulnerable population. 
Background:
The number of patients due to spinal cord injury is substantial and the physical, psychosocial and economic morbidity that follows remains a matter of utmost significance as most of the spinal cord injury patients are from the productive age group. This made us to realize the significance of the issue of vocational training and rehabilitation and to give it the priority that it deserves.
Objectives:
• Addressing the physical and psychosocial problems • Training to improve daily living skills • We teach hem basic cooking and to conduct toilet chores without help • Counseling and to adjust as better as possible • Training in some vocational skills to gain the self-esteem.
Methodology:
We address physical, psychosocial and spiritual problems and then a plan of management was prepared. A Multi-Disciplinary Team was formed and that including Urologist, Surgeon, Physiatrist, Psychiatrist and Nutritionistand Palliative Careteam. Out of the 18 patients in 2016-17, 5 were quadriplegics and 13 were paraplegics. 14 of these had pressure sores and two among them had to undergo plastic surgery.
Outcomes: 14 of these patients were changed from indwelling catheter to intermittent self-catheterization and to stave off social embarrassment of the patient Urinary infection was present on admission in 13 patients. Psychological screening was done in most cases. But in 4 cases severe depression with suicidal ideations were noticed and were subjected to psychiatric consultation. All patients were started on anti-depressants and initial counseling was done. In those with severe depression counseling and follow up was done continuously.
As part of vocational rehabilitation skill development training was given to all. Three of these patients were trained for two months in catering by the Central Government Institute of Catering Technology at Kovalam.
Conclusion:
Halfway Home is a concept that equips the patient and family to adjust and lead a life that is economically independent and socially satisfying. We could realize that many more aspects have to be dealt with in achieving this goal. Objective: Review activities of PC activists and their impact.
Methods: Questionnaire to known PC activists and NGOs in Uttarakhand to determine:
Sensitisation and educational activities conducted (January 2015 to November 2017).
Additional activities taken to progress palliative care.
Future plans for palliative care (short/long term goals). Objective: To assess the impact of simulation-based end-of-life care training for nursing staff.
Results

Method:
1. Tools designed a. End-of-Life Care Pathway: clinical protocol for end-of-life care b. End-of-Life Care Didactic: education on care pathway, symptom management, nursing interventions c. Simulation Scenario: clinical scenario using computercontrolled manikin d. Observer Evaluation Tool: to assess participants during simulation e. Participant Evaluation Tool: to assess the effectiveness of training. 2. Training: Provided by physician and nurse; consisted of didactic and simulation scenario. Participants identified symptoms, administered medications and provided care using a manikin. Participants were assessed by Observer Evaluation Tool. Participants completed a pre-and post-training Participant Evaluation Tool rating their confidence in using the End-of-Life Care Pathway.
Outcomes:
1. 40 participants trained 2. Participants rated their confidence in using the End-of-Life Care Pathway on a Likert scale of 0-5, 0 being no understanding; 5 being fully confident. The average pre-training score was 3.6, which increased to 4.5 after the training 3. Using the Observer Evaluation Tool, it was noted that participants performed well (score of 4/4) in the areas of death pronouncement and postmortem care. The areas of care coordination (score of 1.4/4) and general patient care (score of 2/4) had opportunities for improvement.
Conclusion:
Simulation-based training has the potential to enhance confidence of nursing staff in providing end-of-life care. Simulation can assist in identifying components of nursing practice and end-oflife care that could be improved. Objectives: To describe how Kerala's palliative care policy was made, the extent to which the policy succeeded and the gaps that need to be resolved.
Methods:
The study employed a qualitative research design with data was collected using chronological media review, key informant interviews with policy makers, stakeholders and health care professionals. It uses the "policy analysis triangle" as a framework to evaluate the policy.
Results:
The policy resulted from public-private participation. It succeeded in strategizing and channelizing resources and in reaching out through the primary care network. But it has touched only the fringe of the problem as indicated by per capita opioid consumption, inadequate participation of doctors in palliative care, lack of access to palliative care in tertiary hospitals, poor implementation of proposed monitoring machinery, inequity in care to vulnerable populations, in poor Government-NGO collaboration and particularly in poor integration of palliative care with most of the health care delivery system.
Conclusions:
Palliative care policy of Kerala has been a giant step forward in access to palliative care and sagacious decision to tackle million's sufferings, but needs to implement a monitoring mechanism and to take remedial action to fill current gaps. Let us hope new initiatives will make our society more equitable. Introduction: Lymphedema development post breast cancer surgery has been identified as a major burden worldwide, and nurses are at the forefront of prevention/risk reduction practices. The purpose of this study was to determine the nurses' knowledge regarding risk factors, prevention, and management of BCRL. Prevention is of key importance to avoid lymphedema formation.
Objectives:
1. To assess the knowledge regarding risk reduction/prevention of BCRL among nursing professionals 2. To compare the pre and post test knowledge regarding risk reduction/prevention of BCRL among nursing professionals.
Methods:
One group pre and post test design (pre -experimental) was carried out after approval by the Research Ethics Committee at the study institution. Data were collected throughvalidated questionnairepre and post session based on National Lymphedema Network -Risk reduction/prevention of BCRL. Participants were 80 nursing professionals, of whom 80% were female staff nurseswith 60% falling in the 25-34 years age group and 80% having up to 4 years experience working with BCRL patients.
Results:
The mean percentage of correct answers on the knowledge test was an average of 54%, which post education intervention increased to 61%. Methods: 16 underprivileged girls undergoing training as nursing aides participated in a three-day intense training program. The material was easy to understand, reproducible and engaging. They were given a quantitative survey after completion of the course to assess understanding and satisfaction. They were also encouraged to give qualitative feedback.
The results of the study are as shown in Figure 1 .
Conclusion:
Our study shows improvement in the confidence rating scales post intervention. With additional training and acquisition of skills and support, it suggests these nursing aid students can be trained to task shift to administer home based palliative and hospice services. This initial study was done to assess needs with plans to use the knowledge gained to provide community, home based palliative care services administered with task shifting concepts. 
Lucinda Carspecken
Indiana University, Bloomington, Indiana, USA E-mail: lcarspec@indiana.edu
Background: Every June in Indiana, a dozen people gather for a training retreat on dementia care, run by a non-profit organization called Memory Bridge. According to its website, it aims "to create a global community of people who, like us, are learning to listen to people with dementia for what they have to teach us about our own humanity." Education, community building and advocacy are some of the strategies it uses to meet this broader goal, and the summer sessions combine these.
The curriculum includes storytelling, lectures, drumming and meditation.
But the core activity is daily interaction with elders at a memory care unit, followed by time in circles where people share feedback on these experiences.
This paper is drawn from a larger ethnographic study of the trainings in 2015 and 2016, where I explored the effectiveness of the program from the trainees' perspectives.
I did fifty-seven unstructured interviews with trainees and organizers. I also attended and observed the classes and activities.
I found that by taking the experience of cognitively frail elders as central, by seeing the world from their perspective, rather than seeing them through ours, Memory Bridge encourages caregivers to question mainstream social norms. Participants' usual internal monitors were to some extent replaced with the point of view of people living at the margins of society -people, sadly, who are often considered "gone" in North America. Introduction: Despite the interdisciplinary nature of palliative care's aims which are rooted in a multimodal approach to treating suffering, little research has focused on the implications of medical social science for palliative care practice and policy.
Objectives: To outline notable concepts in medical social science for their relevance to palliative care practice and policy.
Methods: A literature review was undertaken assessing the major conceptual contributions to medical social sciences alongside a parallel literature review of the foundational concepts of palliative care.
Results:
The qualitative social science concepts of "social suffering," "structural violence," "local moral worlds," among others, have significant implications for palliative care as a field of practice and as an area of growing research and policy interest worldwide. Each concept is discussed with an attention to how it could shape clinical practice and policy of palliative care. Functions of the Committee: 1. Development and dissemination of palliative care at scientific, clinical and social levels 2. Communicate clearly and compassionately with the patient and family 3. Able to reach common ground with respect to a management plan 4. Able to discuss prognosis.
Conclusions
Develop a comfortable, trusting relationship with patients and families in the face of considerable anxiety or denial, and principals of patient and family education.
Conclusion:
HPCT participate in a hospital-wide initiative to improve the assessment and management of pain in the setting of terminal illness, and thus become acquainted with educational research, systems interventions, operations improvement, and outcomes measures.
od 29 how StreSSed are pallIatIve care phySIcIanS?
Ravinder Mohan
Can Support, New Delhi, India E-mail: ravindermohan@cansupport.org Introduction: Palliative Care Physicians handle death and dying routinely. As times they handle patients whose symptoms may be refractory. Handing of emotions of patients and their care givers is often causes of stress.
Objective: This study aims at finding the stress levels of palliative Care Physicians at CanSupport. CanSupport is providing free Home Based Palliative Care to patients in Delhi and NCR for more than 20 years.
Methods: Maslach Burnout inventory was used to find the stress levels of Palliative Care Physicians.
Results: Though caring for the dying is stressful, most of the doctors felt exhilarated after working closely with their patients. They had feeling of accomplishment as they were able to positively influence the lives of patients and their care givers. Helping patients to live well and leave well gives physician's great satisfaction. Background: Medical discipline in India focuses on cure rather than comfort care. Palliative care is concerned with improving quality of life and relieving sufferings in patients with advanced incurable terminal diseases. Palliative care in India is still in infancy stage due to lack of knowledge, attitude and skills among health care providers. The reason being lack of training in under graduate as well as postgraduate teaching curriculum and lack of sensitization among policy makers.
Objectives:
To assess the awareness, interest, practices and knowledge in palliative care among medical professionals working in a tertiary care hospital.
Subjects and Methods:
All participants were mailed proforma to be filled in a fixed format including details of their qualification, demographic data, their field of work, their training in palliative care and multiple choice questions regarding awareness interest, practices and knowledge of palliative care.
Results: Out of 186 respondents, 56% had not received any basic training in palliative care. 81% wanted palliative care education to be included in undergraduate curriculum. Poor program was identified as the most common barrier in learning palliative care. 77% respondents had no idea about home based palliative care services. 50.8% patients dies in hospital in their terminal stage. 88% were interested in learning safe opioid practices. Although 89.8% were aware of the need of palliative care in metastatic cancer but less than 50% were aware of the fact that palliative care is also required in MDR-TB and mental illness.
Conclusion:
This study reflects data of an apex cancer institute of the country. The result of awareness is not very encouraging despite a dedicated palliative care department. So, we can assume what will be the palliative care status in other parts of India where there is no palliative care at all.
Recommendation:
We strongly recommends that palliative care teaching should be incorporated in undergraduate curriculum to sensitize the students from the beginning. Budding residents in their learning phase can play an important role by learning and providing palliative care as the first person to come into contact with the patients are residents. There is a strong need of spreading palliative care awareness all over the country. 
Methods:
With an aim to improve the academic and cultural exchange, Project Hamrahi has endeavored to engage a group of western professionals in giving sustained support to palliative care units in India.
Results: Since 2012, four Hamrahi visits to CCHRC have taken place, which has committed atleast 1 week of visit each year. They spoke in various forums to raise awareness of the needs of palliative care. They worked with the palliative care team and did sessions on various topics on palliative care at the bedside and through several video conferences. They accompanied the team on their ward rounds, in OPD and satellite centres, conducted home visits, and provided administrative guidance. They supported the six weeks training of several palliative care nurses at Hyderabad and Trivandrum with generous donations to our hospital. Their recommendations helped in ensuring judicious use of morphine and improved its documentation in the ward, helped in adopting universal precautions for hospital staff and self care, improved discharge systems with better documentation, helped in bettering communication skills and confidence of the nurses and lessened patient re-presentations through education of the family, implementation of the subcutaneous route of drug delivery and strategies to prevent burnout. 
Conclusions
Introduction:
The absence of a national PC policy and India's socio-cultural diversity makes the availability of PC a challenge. Understanding the policy formulation and implementation process in 3 states against a common Indian context, puts the entire process into perspective for other states wishing to have their own state PC policy.
Objective:
To understand the process of the state PC policy formulation (Kerala, Maharashtra and Karnataka) and its implementation (Kerala and Maharashtra), and to determine the key focus areas to be considered during the process.
Methods:
States were chosen purposively. Qualitative data was collected using 12 in-depth, semi-structured, key informant interviews. Interviewees (Key Policy Makers and Key Implementers) were chosen based on their role in policy formulation and implementation. Framework Analysis was used. Data was analysed after modifying the Sternwards et al.'s WHO's Public Health model for implementing PC.
Results:
Results were presented in 6 domains Policy, Drug availability, Education, Formulation, Implementation and State Demographics, with key focus areas -development of an indigenous policy, conducting a scientific need assessment, making available essential medicines, inclusion of PC into professional courses, ensuring an all-inclusive formulation process and various implementation measures -private sector involvement, incorporating PC into insurance and other schemes, ASHA engagement, robust monitoring and evaluation etc.
Conclusion:
Problems faced in the 3 states are similar to the problems faced across the globe irrespective of context. India needs a public health approach while ensuring appropriate, feasible and locally relevant solutions are introduced into the health system to ensure accessibility of services.
od 33 facIng the challenge of populatIon-baSed end of lIfe care wIth proactIve perSon-centred care for all: our experIence uSIng gSf In hoSpItalS and coMMunIty
Keri Thomas
GSF Centre, London, United Kingdom E-mail: keri.thomas@gsfcentre.co.uk Introduction: Most countries face the challenge of meeting the growing needs of the ageing populations. Now is the time to broaden our concept of palliative end-of-life care with a proactive populationbased person-centred approach.
The Gold Standards Framework (GSF) quality improvement programmes, extensively used in the UK take a population-based approach, focusing on 1% of the population in their last year of life, and 30% hospital patients, encouraging pro-active, person-centred systematic care for all.
Objectives:
To describe the impact of a comprehensive inclusive population-based approach in end-of-life care to meet the needs of the whole population, in any settings with any condition. This quiet revolution is beginning and this presentation describes early successes using the Gold Standard Framework Programmes (GSF) programmes in all settings in the UK.
Methods:
Comparative evaluations using EOLC metrics is intrinsic to GSF, support assessment of progress and impact and will be described in hospital and community settings used over the last 20 years.
Results:
Key results of frontrunning teams are described including identifying over 30% hospital patients, offering 75% of them initial advance care planning discussions, leading to reduced hospitalisation and more dying well at home. Similarly in primary care and care homes.
Conclusions:
It is possible to take a broad population-based view of EOLC that also can be most cost-effective, equitable use of resources.
With India's changing demography, and growing palliative care, can we extend these concepts to meet the changing needs of India's population.
The Gold Standards Framework (GSF) quality improvement programmes, extensively used in the UK take a population-based approach [ Figure 1 ], focusing on 1% of the population in their last year of life, and 30% hospital patients, encouraging pro-active, person-centred systematic care for all. Introduction: Makerere and Mulago Palliative Care Unit (MPCU) aims to operate a centre of excellence to improve access to quality, evidence-based palliative care (PC) for patients and families by delivering an integrated clinical service within the national referral hospitals site; carrying out research, training and capacity-building in collaboration with partners and developing leaders in PC.
Objectives: To evaluate and assess outputs and outcomes from the strategic plan 2011-2016.
Methods:
A review of indicators using the database and outcomes integrated within the research agenda including capacity building, training numbers, and collation of impact assessments. A review of research capacity included online survey, qualitative interviews and qualifications attained by MPCU staff.
Results: 3,189 patients seen directly by MPCU with additional 6,669 seen by link nurses (731 referred). 4,630 individuals trained including undergraduates (medicine, nursing, pharmacy), postgraduate (Diploma, Degree and 4 Med programmes), and in-service short courses. 1223 of those trained were in 8 additional countries. MPCU qualifications 5 BSc, 2 Masters, 1 PhD. 103 abstracts at national and international conferences and 11 papers published. Impact assessments include evaluation of integrated model including link nurses, outcome of PC interventions, educational impact, research capacity building, morphine use, experience of patients and staff and evaluation of specific projects.
Conclusions:
Developing a strategic plan embedding a coherent and integrated approach to research allows evidence based practice to become routine and outcomes to be assessed. An integrated model allows generalist PC to be empowered with specialist support. Partnerships have allowed for wide project work and dissemination. This review is contributing to the next strategic plan. 
Introduction:
An unswerving accessibility to opioids is not only vital for efficient pain and palliative care but also for management of opioid dependence. a fear of addiction, restraining laws, costs, bureaucracy and difficulties with procurement and distribution limited the legitimate use of opioids for medical purposes.
Aim:
To study the morphine consumption pattern and opioidprescribing safety protocols in a tertiary cancer-care hospital in New Delhi. Morphine consumption trend over ten years showed similar peaks and troughs. Divergence incidence has been 'Nil'.
Methodology:
Conclusion:
Morphine consumption trend has, for long, been used as a yardstick to evaluate improvements in quality of pain management services.
Although the morphine consumption had increased with the number of patients, the consumption pattern did not show a comparable unvarying inclination. In cases of addiction or dependence, opioid consumption is expected to increase. However, our data show an irregular fluctuating pattern of demand and supply of morphine, suggestive of judicious use of opioids. Strict prescription protocols are followed at our center to fortify judicious use of oral Morphine for cancer pain against drug abuse. Our experience emphasizes on the imperative role of education as an effective strategy to prevent opioid abuse. A comprehensive pain assessment should also include the psychological and social components of distress.
Pain is a subjective sensation and should be treated even in case of proven addiction.
There is a need to stride away from the current milieu of 'opioid phobia' and 'overprescribing', towards a more responsible and empathetic 'pain-free world' by advancing patient and physician education, and more structured abuse-treatment programs.
od 37 experIenceS on dyIng and bereaveMent aMong caregIverS of patIentS wIth Motor neuron dISeaSe Manjusha Warrier G, Priya Treesa Thomas, Nalini A Introduction: Integrating complementary and alternative medicine (CAM) interventions in an oncology-palliative care setting is associated with improvement in quality of life, fatigue, psychological health and functional well-being. The Government of India is proposing to integrate AYUSH based CAM interventions in oncology and palliative care. This study is a prospective longitudinal experiential observations of a practitioner who is a palliative care physician from an Ayurveda background.
Materials and Methods:
A Prospective longitudinal observational study was done on 552 patients with advanced cancer seeking palliative care consultation with a palliative care physician from an Ayurveda background and was practicing both palliative care and CAM. The study was carried out between July 2016 to August 2017. The study was conducted at various cancer hospitals where the practitioner is offering clinical services and also at private palliative care clinic. The objectives of the study were to know the following: A. What percentage of population seek CAM interventions along with palliative care? B. What did the patient's and caregiver's expect from CAM? C. What kind of interventions did the practitioner provide to patients seeking CAM interventions? D. What were the outcomes of these interventions?
Results: Out of 552 patients seeking palliative care consultation, twothirds of patients [368 -66.6%] sought CAM interventions along with palliative care. The most common reason to seek CAM consultation was to explore alternative options for disease management. However, significant proportion of patients sought CAM consultation for symptom control and improvement in quality of life. Patients seeking CAM interventions received a host of symptom specific drugs available from the Ayurveda formulary, nutritional counselling and non-pharmacological interventions. Patients receiving CAM interventions reported improvement in physical and functional well-being, improvement in fatigue and appetite and regularisation of bowel habits.
Conclusions and Future Recommendations:
Integration of AYUSH based CAM interventions in oncology-palliative care patients is associated with good clinical outcomes. AYUSH based interventions can play a vital holistic complimentary role alongside treatment and palliation of patients with cancer. There is a need for conducting large multi-centric experimental trials to establish this observation as empiric evidence.
od 41
IMportance of the SpIrItual care and yoga In the healthcare and pallIatIve care SySteM Bhoopathy D, Basavaraj, Parameaswar J NIAS, Bengaluru, Karnataka, India E-mail: naidums2003@gmail.com Aim: To bring awareness of yoga and spiritual practice and its benefits to the terminally ill patients in the medical field.
Background:
In general yoga is understood as mind full body movements and spirituality is the path to discover one's own self as "he is the rest of the humanity" and further understanding life in its wholeness. Methods: 5 hospitals in Bangalore, few Doctors, 5 elderly terminally ill patients and 5 care takers were randomly selected and interviewed with oral questionnaire, about the necessity of Spiritual Care, the impact of yoga, meditation practice on their health, on the fear of death and on peace etc.
Results:
With regard to Yoga and spiritual care: 80 % Doctors say it is not their professional calling, while 60% of the patients feel it gives peace and composure, 70% caretakers felt it gives strength to withstand the situation. With regards to practice of Yoga and Meditation -Doctors says 1% physical activeness, and no change in the disease status. Patient felt 30% pain relief. Caretakers felt 50% relief due to the change of environment. 
Conclusion
Introduction:
In 2015 Nepal suffered a massive earthquake with considerable loss of life and damage to infrastructure, including healthcare facilities. No previous studies had been undertaken to assess the affect of the earthquake on the healthcare needs of people with advanced illness, frail elderly and those with serious disability.
Objective: To undertake a survey to estimate the extent of palliative care need and healthcare access in two rural districts affected by the earthquake.
Methods: Five areas were selected with varying levels of damage and access to healthcare facilities. 100 households were surveyed in each area and those with palliative care needs identified. From these, details of diagnosis/problem suffered, performance status, symptoms, social factors, access to healthcare and effect of the earthquake were elicited.
Results: 507 households surveyed with 2071 inhabitants. 85/2071 (4.2%) had palliative care needs (another 14 had expired post-earthquake). 46 (56%) had chronic illness, 31 (36%) major disability and 51 (59%) frail elderly. None had cancer and none gave a clear diagnosis. Commonest symptoms were weakness 60 (71%), breathlessness 36 (42%) and pain 26 (31%). 68 (80%) still lived in temporary shelters. 60 (70%) described quality of life as satisfactory/good. 73 (86%) accessed healthcare from the same facility after the earthquake; only 5 (6%) reporting its quality had worsened. None received comprehensive chronic disease management (CDM).
Conclusion:
High levels of palliative care need were detected but access to comprehensive healthcare was lacking; little had change following the earthquake. Nonetheless, people accepted their situation with few complaints. Good systems of CDM including palliative care provision need to be developed.
od 43 MegeStrol acetate verSuS dexaMethaSone
In cancer aSSocIated anorexIa cachexIa: a randoMIzed controlled pIlot trIal Background: Loss of appetite, also known as anorexia, is a frequent and distressing symptom in patients with advanced cancer and other life-limiting illnesses. Prolonged periods of anorexia, can lead to both serious physical and psychological distress to patients and their families, which ultimately can contribute to a poorer quality of life. This study compare the clinical benefits between Dexamethasone and Megestrol acetate in an Indian setting, its positive impact on appetite, QOL, and lean body mass.
Methodology:
A prospective, randomized controlled pilot study was conducted in the outpatient clinic of Department of Palliative Medicine from September to December 2015. Registered adult advanced cancer patients with Palliative Care clinic, meeting the inclusion criteria and exclusion criteria were assessed after taking informed consent, for anorexia as related to other symptom burden, measured by Edmonton Symptom Assessment Score (ESAS scale), lean body weight (by Hume's Formula) and QOL (EORTC-QOL PAL15) along with demographic details. Patients were randomized to receive tab. Dexamethasone (4 mg) or Megestrol acetate (160 mg given in divided doses) for a period of 21 days. No associated appetite stimulants or multivitamins were prescribed to study patients. All patients were encouraged to eat normal diet and provided standard medical care. Patients met the PC team or were telephonically contacted for reassessment at days 7, 21 and 35. CTRI No: REF/2015 /10/009871.
Results:
A total of 40 patients were enrolled in the study (20 in each group). Patients in both groups showed statistically significant improvement in appetite, lean body weight and quality of life at weeks 3 and 5, as compared to baseline. However, study failed to show any significant difference for primary (appetite improvement) and secondary (lean body weight and quality of life) outcomes between two groups, at weeks 3 and 5. Dexamethasone was found to be associated with more side effects, like difficulty in standing from sitting position, nausea and vomiting which were found to be statistically significant. Decreasing frequency in side effect profile was seen at day 35.
Conclusion:
Comparison between Megestrol acetate and dexamethasone failed to show any statistical significant difference in improvement of anorexia, lean body weight and quality of life. Both drugs individually improved the same, as compared to baseline. Improvement in fatigue and other symptom scores were seen to be statistically significant in megestrol acetate arm. There is no significant difference in side effect profiles of both dexamethasone and megestrol acetate arms except for difficulty in standing from sitting position and nausea and vomiting. Objectives: Medical management of malignant intestinal obstruction is also possible in homecare setting. Management of two such patients is described.
Methodology:
Patient 1: Mrs M, 62 yrs, with advanced ovarian cancer had re-obstruction after a right colostomy six months earlier and referred for palliative homecare. On first visit symptoms were severe nausea, abdominal pain and distension and constipation. Hyoscine butylbromide, haloperidol, ondansetron, ranitidine, tramadol, dexamethasone and one litre fluid/day were started subcutaneously.
Patient 2: Mrs X, 40 yrs, with advanced carcinoma rectum, a homecare patient, presented with severe nausea, vomiting and pain. Investigations revealed multiple sites of obstruction. She was started on subcutaneous fluids, hyoscine, haloperidol, ondansetron and ranitidine. Transdermal buprenorphine and subcutaneous diclofenac given for pain.
For both patients caregivers taught to inject medications in subcutaneous cannula.
Results:
In both patients symptoms were well controlled. Oral intake increased gradually and subcutaneous fluids discontinued within a week. They passed stools regularly after enema on 4 th day. In patient 1 anti-emetics and steroid were started orally and then discontinued after 3 weeks. Hyoscine and tramadol were continued till end.
In patient 2, Ondansetron was discontinued after a week. Hyoscine, analgesics and haloperidol were continued till end.
Both patients passed away peacefully after two months and one month respectively.
Conclusion:
It is possible to control symptoms of malignant intestinal obstruction in advanced cancer in the homecare setting thus improving patients' quality of life.
od 46 ManageMent of MyIaSIS In cancer wound
Reena Sharma, Rugmini Dilip
Can Support, New Delhi, India E-mail: reenasharma@cansupport.org Introduction: Myiasis, an infestation by fly larvae (maggots), is common problem in cancer patients with fungating wounds in the hot humid climate of India. Other factors are poverty and poor personal hygiene. Topical application of turpentine oil is commonly used for maggot removal.
Objectives: Management of three patients with myiasis is discussed.
Methodology:
Patient 1: 35 yrs male from lower income group with carcinoma buccal mucosa and large fungating wound on the left cheek had severe bleeding and foul smell. 1-2 Maggots observed so turpentine oil plus coconut oil in 1:1 ratio applied topically and large numbers removed daily for 4 days.
Patient 2: 30 yrs male of lower socioeconomic group and carcinoma tonsil with tracheostomy and ulcerative wound on right side neck complained of something coming out of tracheostomy. On examination maggots were observed. A few drops of povidone-iodine put in tracheostomy and 6-8 maggots removed. No maggots revealed on wound after topical application of turpentine oil.
Patient 3: 70 yrs male from middle income group, with carcinoma lower alveolus and small ulcerative wound on left cheek complained of excessive bleeding and foul smell. On examination maggots observed coming out of oral cavity. Topical application with turpentine oil and removal of maggots was done daily for 4 days. Maggots decreased in number so povidone-iodine applied and large numbers maggots removed.
Results: Maggot removal was successful in all three patients. Two patients were from lower income group and all three had poor personal hygiene.
Introduction: Cancer is the second most common cause of death in the world. It is estimated that invasive cancers are likely to develop in one of every two men and one of every three women in their life time by 2050.The study of cancer evolution and its treatment are still in its infancy with much debate about the mechanism involved and much testing of hypotheses left to be carried out. This paper is based on a 15 yearlong study and clinical experience in the treatment and cure of diagnosed cancer cases with Homeopathic medicines. 5 cases of cured cancers are presented with substantial clinical data.
An attempt was made to explain the origin and evolution of cancer based on the natural laws of living. The genetic origin of cancer has also been explained from the view of Homeopathy. Conventional research methodologies and concepts are insufficient to explain the scientific principles involved in the Homoeopathic way of treatment. The reproducibility of results is not possible with homoeopathic medicines as it is based on purely individualistic holistic mode of administration and similar conditions and platforms are not replicable. In this circumstance we are forced to assess cures from symptomatic relief and clinical investigations of individual cases as a crude and final endpoint.
Objectives:
One of the main objectives of this 15 yearlong study is to go beyond the conventional theories of health, disease and treatment, the main focus being on the single monstrous disease Cancer. It was an attempt to prove the efficacy of Homoeopathic medicines in palliation, symptom control and cure of cancer in every stage of disease irrespective of the organ involved.
Methods:
Five diagnosed cancer cases who had taken chemo and/ or radiation therapies but failed to get total cure and recurrence were taken for the study. The patients were given Homoeopathic medicines in single minimum doses and observed clinically for relief of symptoms together with laboratory and imaging investigations.
Results:
The results have been detailed in Table 1 Conclusion: Homoeopathy as a healing art, based on the timeless, ageless, immutable laws of nature has surpassed all tests of time and now loom large as a complete system of medicine. It is a sad catastrophe that the wide possibilities of this unconquerable healing art are yet to be tapped to reach its full potential.
The cured cases of cancer presented here with substantial clinical evidences are the only answers to all the questions put forward from every nook and corner. Discarding this alternative system of medicine as untruthful or bogus will deprive many an ailing human being with the possibility of the cure in the radical sense. Objectives: To identify the proportion of inpatients who might be identified as high risk nearing end of life in a major tertiary facility by using Gold Standards Framework (GSF), 'The Surprize Question' (SQ) plus 2 SPICT general criteria. Secondary outcomes were to describe clinical care and end of life care planning in identified patients and to identify the predictive accuracy of the screening tool.
Methods:
Prospective cross-sectional study of admitted adult inpatients on one day, using 22 trained auditors.
Demographic data derived from chart review, predictive tool data based on information available and staff reports of SQ, Karnofsky Score (AKPS)and Clinical Frailty Score (CFS-9). There was no direct patient contact.
Extensive chart review of patients identified as high risk reviewed for further data following discharge. 12 month mortality data obtained from the Registry of Deaths.
Results: 192/540 (37%) identified as high risk, 21% 65-80 yr age, 37% > 80yrs, 8% from RACF. 9/192 had advance care plan, 45% acute resuscitation plan, 25% had been referred to Palliative Care service. 90% had an unplanned admission in previous 6 months and 36% had DEM visit. 91 patients died (18%), 72/191 from high risk group and 9/322 from low risk group with demonstration of moderate sensitivity and specificity.
Conclusion:
The use of GSF tools are validated for first time in a major acute facility. Further multivariate modeling to identify best prognostic elements and detailed qualitative analysis of advance care planning and end of life communication during the index admissions is underway. Objectives: To take decision for patient to spent peaceful life in terminal stage.
Methods:
One of my known was suffering from Lymphoma and nobody in family was aware as they were taking treatment for anemia in local area and then private hospital. When they were referred Lucknow SGPGIMS, family called me for help. After seeing the report I got to know it's suspicion of Lymphoma. Nobody was aware and were waiting for the report of Biopsy. I told them in general manner and discussed with Doctor. Before Biopsy report due to critical condition patient was admitted in Emergency. After checking report I convince the family for not taking treatment and take the patient back to home as even Doctor was not sure how much time is left but still provided their best efforts. Next day I got call from the family that Doctor is asking for Central Line but the condition was too critical so I discussed and denied for the same.
Results: Patient was in lap of her husband and small kid, away from hospital but near to home with some of relatives when the last breath was taken in midway in peaceful environment.
Conclusions:
Decision was tough but we have to think about the person who can spent last moments with peace and happiness.
